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I am sure that most of you are aware of the federal
government’s efforts to establish updated guidelines for
physician documentation of the delivery of evaluation and
management (E/M) services. Medicare claims that it is
under pressure from Congress and the Office of the Inspec-
tor General (OIG) to reduce waste, fraud and abuse, and
that revised rules are necessary to ensure that physicians are
coding and billing for what they say they do. The latest
OIG report asserts 11 percent in “fraudulent” billing, which
includes miscoding or a lack of appropriate documentation
for services.
There is much more to this issue than being paid for what
we do. First, it is wrong to call these often inadvertent errors
“fraud.” And, second, this is just the latest example of
bureaucracy run amok. The government, albeit with the
complicity of the organized medical community, has
dreamed up a system that has worse unintended conse-
quences than the problem it is trying to fix.
This was reflected at a lengthy discussion at the American
Medical Association’s (AMA) Interim House of Delegates
(HOD) meeting in December. It was clear from the long
line of physicians waiting to speak at the reference commit-
tee hearing that feelings about the proposed guidelines are
nearly uniformly negative. The proposed system would
actually reward physicians doing a complete scan of a
patient with no acute problem more than those reaching
difficult diagnoses for patients with complex problems. For
example, physicians conducting annual physical exams run-
ning through all of a patient’s systems would be entitled to
assign the highest level code. I am convinced that there can
be no “one-size-fits-all” methodology for E/M documenta-
tion.
The proposed system of listing and counting elements of
an exam to determine the level of payment creates an
inappropriate incentive for physicians to spend more time
on patients’ charts than on patients themselves. With the
increasing demands on the physician’s time and the fact that
patients deserve the physician’s undivided attention during a
visit, this proposed documentation system is ludicrous. The
physician’s primary focus should be making a decision about
the patient’s problem and, thus, the College supports a
system that captures the level of complexity of the medical
decision making during the visit or the consultation. The
College and other specialty organizations have stated this
opinion to both the AMA and the Health Care Financing
Administration (HCFA).
The AMA’s policy has been evolving for a few years.
After the association worked with the organized medical
community to come up with a proposed system in late 1997,
rank-and-file physicians rebelled last year against what they
perceived to be an overly complicated system. Meanwhile,
the AMA scrambled to make acceptable revisions and asked
HCFA to postpone implementation and to plan pilot
testing of any new system instead. Following the June 1998
HOD meeting, the AMA was forced to scrap what it had
done to date and start from scratch with the explicit
directive that it oppose any system of counting and support
a requirement that reviewers of medical records be physi-
cians of the same specialty as the one(s) being reviewed.
HCFA warned the AMA that if the association would not
work with the agency to develop workable guidelines, then
the agency would move forward without physician input.
Thus, the AMA met with HCFA and agreed to drop its
previous demands put forth by the HOD.
In December, the HOD reacted, reiterating its previous
demands and adding to its existing policy on the proposed
guidelines so that the AMA must “express outrage that the
practice of medicine is characterized as abusive and fraud-
ulent; and vigorously oppose the harassment of honest
physicians.” The AMA is also supposed to urge HCFA to
allow for education of the physician and practice if it detects
billing problems rather than immediately investigate and
pursue recoupment. Finally, the House discussed seeking
legislative recourse if negotiations with HCFA are unsuc-
cessful; however, this recommendation was referred to the
Board of Trustees for decision.
A piece in the December 3 New England Journal of
Medicine summarizes our frustrations well:
[T]he evolving HCFA guidelines violate the ethical princi-
ple of providing care that is in the best interests of the
patients. The guidelines distort the medical record and
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distract physicians from a logical approach to evaluating
patients. They are spawning a new industry of consultants
and administrators and creating a new layer of administra-
tive waste. Finally, the guidelines are no more likely to
ensure a fair compensation to physicians or to reduce fraud
and abuse than simpler alternatives.
Despite the AMA’s dilemma, I believe that most physicians
in the U.S. agree that for most conditions cared for by
specialists, it is the physician’s decision making, judgment
and skills for which payment should be made, not his or her
ability to list elements on a chart. For the sake of the patient
and to ensure that both the patient and the payer receive the
benefits for which they are paying, the College will continue
to support efforts to drastically revise the proposed E/M
documentation guidelines.
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